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Analysis of critical features for establishing a monitoring system 
for childhood obesity
Executive Summary
Introduction
Childhood obesity is a major health concern in Australia. It is associated with preventable, costly and chronic diseases and tracks strongly 
into adulthood. Monitoring the prevalence of childhood obesity is vital to targeting the groups at highest risk, formulating appropriate 
obesity-prevention interventions and policies and checking progress toward achieving obesity-related objectives. Determining the true 
prevalence of childhood obesity in Australia is difficult because there is currently no systematic method for collecting and reporting national 
and local childhood obesity prevalence data in a timely and consistent manner.  
Several international organizations are regularly collecting epidemiological data on childhood obesity. Existing childhood obesity monitoring 
systems can be used to inform the design of an Australian childhood obesity monitoring system. In 2010, a three-part study was 
commissioned by the Collaboration of Community-based Obesity Prevention Sites (CO-OPS Collaboration) to provide advice on the way 
forward to address Australia’s lack of a systematic method for consistently and promptly collecting and reporting childhood overweight 
and obesity prevalence data. The research was led by three academics from Deakin University with extensive experience in the area of 
childhood obesity; Dr Peter Kremer, Dr Andrea de Silva-Sanigorski and Associate Professor Evie Leslie.
The final report, Analysis of critical features for establishing a monitoring system for childhood obesity, consists of three parts: the design of 
an obesity monitoring system, the ethical implications of implementing such a system and the best ways to communicate the information 
back. The purpose of the report was to make recommendations for the design of an Australian childhood obesity monitoring system based 
on established international systems while taking into consideration the Australian context. 
Part 1: 
Monitoring System Design aimed to identify, from the literature, ‘best practice’ in terms of design for a childhood obesity monitoring system 
and make recommendations for the establishment of a childhood obesity monitoring system in Australia. Recommendations to highlight 
include:
•	An	Australian	childhood	obesity	monitoring	system	should	be	school-based
•	 If	monitoring	data	are	to	be	collected	on	children	who	are	not	of	school	age,	then	these	data	should	be	collected	through	the	coordinated	
efforts of state-wide primary care organizations
•	Data	should	be	collected	using	pilot-tested	standardized	protocols	and	a	web-based	data	management	system
•	Careful	monitoring	of	potential	negative	consequences	and	adverse	outcomes	should	be	an	integral	component	of	the	system
•	Properly	informed	passive	(otherwise	known	as	‘opt-out’)	consent	should	be	used
Part 2: 
Ethics Assessment aimed to examine the ethical considerations relevant to Australia for using a passive parental consent method within a 
childhood obesity monitoring system. Conclusions to highlight include:
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•	Opt-out	consent	has	several	advantages	to	its	use,	including	higher	participation	rates	and	more	accurate	obesity	prevalence	estimates
•	Opt-out	consent	is	used	internationally	for	childhood	obesity	monitoring	purposes
•	Opt-out	consent	is	used	in	Australia,	but	not	for	the	collection	of	anthropometric	data
•	Properly	informed	opt-out	consent	should	meet	the	ethical	guidelines	applicable	to	consent	in	Australia
Part 3: 
Feedback Systems aimed to gather parents’ and adolescents’ opinions, thoughts and suggestions about ways of providing sensitive 
information to parents about their children and to adolescents about themselves, the appropriateness of the language used to talk about 
weight, body size and weight status with parents about their children and with adolescents about themselves and the types of resources 
about growth and body size that parents and adolescents want to receive. Two small focus groups with parents of 2- to 11-year-olds 
and two small focus groups of adolescents aged 12-17 years were conducted in Geelong, Victoria to collect information. Focus group 
highlights include:
•	Parents	and	adolescents	prefer	accurate,	sensitive,	accessible	and	convenient	information	on	healthy	lifestyles	and	weight	status
•	Parents	and	adolescents	prefer	 to	have	 information	delivered	 to	 them	by	specified	health	professionals	with	a	good	knowledge	of	
nutrition and general health
•	Parents	and	adolescents		may	be	more	responsive	to	lifestyle	information	and	potential	options	for	change,	rather	than	simply	receiving	
a weight status label
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Introduction
Parents	are	uniquely	positioned	to	 influence	their	children’s	eating	habits	and	to	help	their	children	combat	unhealthy	weight [1, 2], but 
parental	motivation	and	awareness	are	required	to	initiate	positive	changes	to	their	family’s	lifestyle	and	nutrition	patterns	 [1]. Informing 
parents of their child’s weight status or body mass index (BMI) provides an opportunity to raise parental awareness and educate them on 
the issue [3].	As	parents	are	usually	the	primary	influence	on	children’s	access	to	foods,	meal	times,	and	food	socialisation,	they	are	critical	
to implementing changes within the home setting and related to their child’s eating and activity patterns [4].
Parents are unlikely to initiate action if their child’s weight status is not perceived as problematic or if they do not recognise the association 
between obesity and health problems [5]. However, without notification of their child’s weight status, parents may be left unaware of the fact 
that their child’s health could be adversely affected [6, 7]. Parents of overweight children tend to underestimate their child’s weight status, 
often classifying their ‘at risk’ children as within a healthy weight range [2, 6]. Further, parents who under-recognise the weight status of 
overweight children express lower levels of concern about their child’s weight [2]. Providing feedback to parents concerning their child’s 
adiposity has been found to increase the accuracy of parental weight perceptions [2].
Providing information to parents about their children’s weight status is a sensitive issue [4, 8]. As such, it is important that the language 
used and the context in which information is presented are carefully considered [9]. If information is communicated ineffectively or in a 
negative way, it can ultimately affect how the parents will plan and take action in terms of reducing their child’s exposure to obesogenic 
environmental factors [4, 8].
When providing feedback, the terminology used and the format in which information is presented can affect parents’ responses and 
reactions. The childhood obesity screening program in the US state of Arkansas uses five formats of individualized and private health report 
card designs, one for each of the five weight status categories used; ‘underweight’, ‘healthy weight’, ‘at risk of overweight’, ‘overweight’ and 
‘unable to be assessed’ [10].	However,	use	of	terms	such	as	‘overweight’	has	been	questioned	because	it	has	been	suggested	that	parents	
may have reservations about using these labels [2] and the use of these terms may evoke emotional responses. When report cards have 
used the terms ‘underweight’, ‘healthy weight’, ‘overweight’ and ‘very overweight’, few parents have reported negative emotional reactions 
to these reports [6]. However, in the Be Active Eat Well (BAEW) program in Victoria, Australia, children’s anthropometric data were collected 
in schools and weight classification (‘underweight’, ‘healthy weight’, ‘overweight’ or ‘obese’) was reported to parents using individualised 
letters. Focus groups, parent forums and telephone interviews were used to gather parents’ thoughts, feelings and ideas on the feedback 
program [11]. The terms used to define weight status in the BAEW program were found to be concerning to parents. Specifically, the term 
‘obese’ was not well accepted by parents, family members and friends of children who received feedback. This example demonstrates 
the need to consult parents (and possibly children) about the appropriate terminologies and contexts for communicating children’s weight.
Designing feedback strategies with input from parents and children should help to minimise adverse reactions and optimise the intended 
benefits of the feedback process [11]. This study aims to 1) gather parents’ and adolescents’ opinions, thoughts and suggestions about 
ways of providing sensitive information to parents about their children and to teenagers about themselves; 2) to gather parents’ and 
adolescents’ opinions, thoughts and suggestions about the appropriateness of the language used to talk about weight, body size and 
weight status categories (for example, ‘overweight’) with parents about their children and with teenagers about themselves; and 3) to 
gather parents’ and adolescents’ opinions, thoughts and suggestions about the types of resources (for example, booklets, websites, etc.) 
about growth and body size that they want to receive.
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Methods
Recruitment
Participants were recruited primarily through advertisements in two local newspapers during April 2010. Newspaper advertisements 
invited adolescents aged 12-17 years and parents with children aged 2-11 years to participate in a focus group in order to ‘work out how 
to give information about growth and body size in a sensitive and useful way’. Advertisements indicated that participants would receive 
a free movie ticket for their study participation. Potential participants and parents of interested adolescents obtained further information 
about the study via phone or email contact with a member of the research team.
Four focus groups were conducted at Deakin University in May 2010; one with parents of children aged 2-4 years, one with parents of 
children aged 5-11 years, one with adolescents aged 12-14 years and one with adolescents aged 15-17 years. The focus groups with 
adolescents were scheduled after school and the focus groups with parents were scheduled during school hours. Potential participants 
who would be available at the scheduled focus group times were sent an information packet consisting of the appropriate plain language 
statement(s)	and	consent	form,	two	campus	maps	and	contact	information.	Participants	were	offered	a	daily	parking	pass	if	required.
Focus Groups
Each focus group was allocated two hours for collection of consent forms, conduction of the group discussion and completion of a short 
survey. Two researchers conducted all of the focus group discussions; one researcher led group discussions and collected consent forms 
and surveys and the other researcher took detailed notes and monitored the two audio recorders (digital recorder and ‘magic pen’). An 
additional external researcher aided in directing participants to the allocated location.
Semi-structured Topic Guides
Focus groups were conducted using one of two semi-structured topic guides. In brief, the topic guide for use with adolescents contained 
questions	pertaining	to	topics	including	adolescents’	experiences	receiving	information	about	their	body	weight,	identification	of	individuals	
with whom adolescents want to communicate about their body weight and the appropriateness of currently used terminologies and 
proposed terminologies related to children’s body size and weight. Four scenarios were also used to elicit the potential reactions adolescents 
believed their peers would have to receiving information about weight. For example, one scenario asked adolescents to imagine that their 
peer looks to be of a ‘healthy’ weight to the adolescent, but the peer is told by a doctor or nurse that they are ‘obese’. Toward the end of 
the discussion, participants were given the opportunity to freely make comments pertaining to receiving information about their weight.
The	topic	guide	for	use	with	parents	contained	questions	pertaining	to	topics	including	experiences	receiving	information	about	children’s	
body size and weight, identification of individuals with whom parents want to communicate about children’s body size and weight, and 
appropriateness of currently used terminologies and proposed terminologies related to children’s body size and weight. Four scenarios 
were also used to elicit parents’ potential reactions to receiving information about their child’s weight. For instance, one scenario asked 
parents to imagine that their child looked to be of a ‘healthy’ weight to them, but the parent was told by a health professional that the child 
was ‘obese’. Toward the end of the discussion, participants were given the opportunity to freely make comments pertaining to receiving 
information about children’s body size and weight. Copies of the interview schedules used during the four focus groups are presented in 
APPENDICES A and B.
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Short Survey
In	addition	to	participating	in	focus	groups,	participants	were	asked	to	complete	a	short	survey.	Parents	were	asked	questions	about	their	
age, gender, number of children, children’s age and gender, concerns about their children’s weight and children’s exposure to weight 
teasing.	Adolescents	were	asked	questions	about	their	age,	school	year	level,	body	weight,	attempts	to	lose	weight,	body	weight-related	
teasing	 and	whether	 they	 have	 overweight	 friends.	The	 questions	 asked	 of	 adolescents	 have	 previously	 been	 used	 in	 research	with	
children of a similar age as the participants [12].
Analysis
Audio recordings were transcribed and de-identified. Each transcript was then checked for errors and formatted such that each participant 
and text line was given a number. Simple thematic analysis was used, and identified re-occurring core consistencies (themes) in the 
conversation were coded in transcripts. Themes are summarised for parent and adolescent focus groups.
Results 
Participants
The focus group of adolescents aged 12-14 years consisted of two male (year 6) and two female (year 8) participants, and the focus 
group of adolescents aged 15-17 years consisted of six female (5 year 10 and 1 year 12) participants. All but two of the adolescents 
considered themselves as ‘about the right weight’, and the other two considered themselves as ‘slightly overweight’. Five participants 
were ‘fairly happy’ with their weight, and four participants were ‘in between’ being ‘fairly happy’ and ‘fairly unhappy’ with their weight. 
One participant was ‘fairly unhappy’ with their weight. No participants were ‘extremely happy’ or ‘extremely unhappy’ with their weight. 
Half of the participants reported having attempted to lose weight in the past year. Six participants reported ‘never’ being teased about their 
weight,	two	reported	‘hardly	ever’	being	teased	and	two	reported	‘sometimes’	being	teased.	No	participants	reported	being	teased	‘quite	
often’ or ‘very often’.
The focus group of parents with children aged 2-4 years consisted of one male and four female participants (28 to 40 years of age), 
and the focus group of parents with children aged 5-11 years consisted of 5 female participants (36 to 54 years of age). Between the 
groups, parents had a total of 18 children ranging in age from 5 months to 19 years. The majority of these children had parents who 
indicated on the short survey that they were ‘not at all concerned’ about their child’s weight, but some parents indicated that they were ‘a 
little	concerned’	about	their	child’s	weight.	No	parents	were	‘quite	concerned’	or	‘very	concerned’	about	their	children’s	weight.	Parents	
considered their children to be either ‘slightly overweight’, ‘about the right weight’ or ‘slightly underweight’. No children were considered 
‘overweight’ or ‘underweight’. One child who was considered ‘about the right weight’ and two children who were considered ‘slightly 
overweight’ were ‘sometimes’ teased about their weight. One child who was considered ‘about the right weight’ was ‘hardly ever’ teased 
about their weight.
Adolescent Focus Groups
In this section, themes that were generated during the two adolescent focus groups are summarised. Although some themes were 
exclusive to either the focus group with 12- to 14-year-olds (focus group 2: fg2) or the focus group with 15- to 17-year-olds (focus group 
4: fg4), a number of similar themes were discussed by both groups. Selected responses are used to illustrate the general views and 
opinions that were generated from the discussion. Transcript excerpts are labelled with the focus group number, transcript line number, 
sex of the participant and focus group participant number. For example, the excerpt label ‘Fg2(644)(F)1’ indicates that the excerpt comes 
from line 644 of focus group 2 and the participant is female and has been designated participant number 1 for this focus group.
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Key Themes Reported:
1. Information
Participants were asked about what information sources they would find accessible and what types of information they would find useful. 
Adolescents indicated that it was important to inform individuals about their weight status, and all of them would want information 
regardless of their weight status. It was also suggested that if there is cause for concern, people should have the opportunity to be 
informed about their weight before the problem becomes serious. This view was highlighted by several respondents. Selected comments 
are presented below:
Fg2(644)(F)1: I think people need to know about their weight, I think people should be informed about their weight, I think their friends 
should tell them if they are bigger, I mean they probably do but, or help them to become less obese.
Fg2(155)(F)3: I’d want to know, if I was underweight, then I’d want to know so I could like, help myself by being on average scale and 
help like, make steps to be in that guideline.
Fg2(852)(F)3: I think tell them before they are really obese, like don’t wait for them to get obese and then don’t say you’re looking a bit 
bigger than what you should be, I think if you know their going, if they are eating chips everyday and always drinking bad like soft drink 
and um they’re getting bigger and bigger tell them, don’t just wait until it’s too late.
Fg4(143)(F)4: I think you would want to know either way, just so you can stay healthy.
They also indicated that interactive programs, the internet, posters and advertisements on TV had good information and were attractive 
sources for them to access.
Fg2(451)(F)3: Interactive things? Like I know... yeah... websites and books, and yeah talking about it with their parents.
One participant believed that reading a book would not be a good way to seek information, and he would rather that it was discussed 
face-to-face with others.
Fg2(462)(M)2: …because I’m the type where I don’t like to read books, and not on the computer much, and look probably just your 
parents and friends, they will probably just tell you about stuff like that.
The fast food industry’s role was also acknowledged by participants, and it was considered that nutritional information should be available 
so people are informed of what they are consuming, in particular at McDonald’s outlets.
Fg2(861)(M)2: …tell them before like this is what you are going to put in your mouth, like what else could you have besides the chips 
and stuff like that.
In the older adolescent group, the media were acknowledged as an information source, particularly for examples of ‘normal’ weight status. 
It was acknowledged that information in the media is often skewed so that ‘normal’ weight people seem to be overweight and this can 
influence	young	adolescent	women.
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Fg4(465)(F)1: This isn’t really adults but the portrayal of people in the media like on TV shows they are always really skinny, so normal 
person looks overweight compared to them and that’s not normal, not good if you have bad self esteem and stuff.
Fg4(469)(F)2: Yeah like the media, so like you get influenced by the media, and everyone else is, so you influence each other, it goes 
around in circles.
As the group of 15- to 17-year-olds was all female, it is interesting that the topic of the media’s role arose, without prompting from the 
facilitator. This indicates that young female adolescents are sensitive about the role of the media in portraying weight status, and this 
should be acknowledged in the design of a monitoring system.
2. Personnel
Participants were asked whom they would consider to be the most appropriate people to discuss their weight status or from whom to 
receive information. In both groups, parents were mentioned as appropriate personnel to discuss their weight issues with and to seek 
information from.
Fg2(63)(M)2: Yeah, just my parents.
When asked about whether they would want their parents present when discussing their weight with a health professional, participants 
indicated that they would prefer to have their parents there for support.
Fg2(92)(F)1: But I think it would be good to have them there for a support if like they said something like, with my mum, yeah.
In both groups, adolescents wanted to be present at a consultation with a health professional regarding their weight status. The adolescents 
in the older age group indicated that they would prefer their mother to be present and not their father, as they find her easier to talk to.
Fg4(95)(F)2: I would personally want my mum, because I’m closer to her, so I would be more comfortable with her being there.
Participants indicated that they would feel excluded if their weight was to be discussed between a health professional and their parents 
without being present themselves.
Fg2(138)(F)3: I think that it’s a bit secretive like it seems a bit secretive, if the parents going there and you don’t know if they’re leaving 
any information out that they think they will keep to themselves, or yeah and I think that if the child was there they could contribute ideas.
Fg4(118)(F)3: Well like I’d feel kinda like not betrayed but I wouldn’t feel like I’d prefer them to be with me and they tell me rather than 
them tell me because I think that they were saying something really bad about me, without me knowing…
These comments illustrate that adolescents want to be included in communications about their weight and health from health professionals. 
Not doing so may lead to feelings of anxiety and exclusion. A range of professionals were considered appropriate to communicate weight 
status concerns, including a dietitian or nutritionist, teachers, doctors and personal trainers (older adolescents). 
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3. Language to describe weight.
Participants in both focus groups indicated that using terms such as obese/overweight/healthy weight/underweight were appropriate 
terms for health professionals to use when describing weight status to them.
Fg4(322)(F)5: Just overweight and obese are just, sort of like, the sort of sensible ones, most of the others are just insulting.
[Facilitator: Do you think obese is an okay word to use?]
Fg4(332)(F)5: Yeah (be)cause if you were like, to go and look it up in the dictionary it would be sort of over overweight.
However, it was mentioned that the word ‘obese’ can sound a bit extreme and upsetting.
Fg4(334)(F)2: Yeah it (obese) sounds too extreme.
All participants indicated a strong dislike of the use of the word ‘fat’ to describe adolescents’ weight status. They indicated that this word 
was insulting and often used in the school yard to tease others.
Fg2(235)(F)3: I reckon that’s a bit cruel, like to call somebody fat.
Fg2(240)(F)3: Whereas obese, it’s bit less harsh.
Fg2(387)(F)3: Fatso, all the ones with the word fat in its inappropriate.
Fg2(209)(M)4: Mainly students like primary school or high school(use these words).
In reference to the use of the word ‘fatty boomba’:
Fg4(223)(F)3: It’s like a joking kind of way that you like when you seen someone that’s over and unhealthy I guess people say that to 
make a joke out of it, it’s not very nice…
These comments suggest that categories such as obese/overweight/underweight are considered professional and appropriate by 
adolescents. Words that are less clinical, such ‘fat’, are deemed offensive and are used by other school children to tease each other, thus 
they should not be used in discussions between health professionals and adolescents.
4. Feeling comfortable
This theme only emerged among the older adolescent group. There seemed to be emphasis on feeling comfortable during discussions with 
adults about their weight status, otherwise it could become awkward and unhelpful. This could be due to the fact that weight may be more 
of a sensitive topic in the older adolescent age groups, as they progress further into puberty. One participant indicated that they would feel 
very uncomfortable and awkward if the consultation was to take place one on one with a teacher, or in an office. It was mentioned that a 
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group information session would be more appropriate for adolescents.
Fg4(72)(F)5: Yeah, it would be really awkward if it was in the office or something
[Facilitator: Okay, why would it have been awkward?]
Fg4(74)(F)5: Well then it probably be just you and the teacher, I’d say it is an awkward I dunno.
[Facilitator: Okay, so then the discussion was just with a big group then about weight in general?]
Fg4(47)(F)5: Yeah
They also indicated that they would only feel comfortable discussing their weight with a professional if their mother was present, as they 
would not feel comfortable if their father was also to attend. This may be due to being closer their mother than to their father. Selected 
comments are presented below:
Fg4(95)(F)2: I would personally want my mum, (be)cause I’m closer to her, so I would be more comfortable with her being there.
Fg4(98)(F)1: I’d have to agree, I think I’d be more comfortable with my mum than my dad.
Fg4(112)(F) 1: Dad’s not as likely to talk about it as we are.
It was also suggested that some adolescents may feel more comfortable discussing their weight with a health professional if they have a 
friend there to support them, rather than their parents.
Fg4(107)(F)5: Probably some girls like, when you hear what they’re saying they would probably rather a friend rather than their parents.
These comments highlight the importance of creating a supportive and comfortable environment for having a potentially confronting 
discussion with adolescents about their weight and health. Allowing the adolescents to choose the setting and who is present for any 
discussion on their weight status with a health professional appears to be the best approach.
5. Stigma associated with weight.
This	theme	emerged	from	the	younger	adolescent	group	only,	despite	there	being	no	questions	directed	towards	this	topic.	Participants	
indicated a great importance for being a healthy weight at school, and could recall personal experiences of when they knew someone who 
didn’t fit in at school because they were above a healthy weight.
Fg2(657)(M)2: Like I said before, just like sometimes you will be judged too quickly and then you’re like some people I know like they’re 
judged too quick and they get pretty depressed, and one kid was at our school and he was there only for 2 weeks and everyone teased 
him so like, and our principal was pretty upset about that, because we are a really nice school but a lot of people judged him too quickly, 
so he left school.
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They also mentioned that young adolescents who were overweight were often bullied over the internet.
Fg2(675)(F)3: …and um people would like, um say things like ‘you’re fat’ over the internet like msn or facebook which can be really 
hurtful, but the person who says it doesn’t know because it’s over the internet and they can’t see the effects it has on that person because 
it’s over the internet.
They also indicated that in order to fit in at school, a healthy weight and good fitness level would ensure popularity amongst peers.
Fg2(423)(M)2: Yeah like you will be accepted better if you…
Fg2(424)(F)1: …maintain your weight.
These	comments	indicate	that	young	adolescents	can	readily	identify	the	social	consequences	for	people	their	age	if	they	are	viewed	as	
above healthy weight by their peers.
Summary
Similar themes were discussed among both adolescent focus groups. Despite the different age brackets, participants had similar views and 
preferences about how information could be provided back to them. Interestingly, there was only one different theme that emerged from 
the groups; younger adolescents identified the social stigma associated with being overweight that is present in the school playground, 
and older adolescents highlighted the importance of feeling comfortable when discussing the sensitive topic of their weight with an adult.
Adult Focus Groups
In this section, themes that were generated in both parent focus groups are summarised. Although some themes are exclusive to either 
the group of parents of 2- to 5-year-olds (focus group 1: fg1) or group of parents of 5- to 12-year-olds (focus group 3: fg3), some similar 
themes were generated by both groups.
Key Themes Reported:
1. Information
Parents were asked how much and what type of information about their child’s weight status they would like to receive. Parents indicated 
that they would prefer to have a great deal of information, and they would like to know about what children should be eating, how much 
exercise they should be doing and health-related services offered in their community.
Fg1(399)(F)4: ... I don’t ever think there’s enough information, as in that the more the better, because different information sources will 
have different contradicting information as well, so I just like to know a lot about, you know, what children should be having and what they 
should be eating…
Fg1(515)(F) 6: A lot of simple information.
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The sole male participant indicated that he only needs to know whether his child is growing normally, and that not too much information is 
required.	He	indicated	that	when	it	comes	to	feedback	on	their	child’s	weight,	mothers	maybe	more	interested	and	concerned.
Fg1(412)(M)5: Well I’m a bloke, I am happy just to know that yes he’s growing.
Participants in the group with older children indicated that they wanted information on growth milestones that they should be expecting 
their child to go through and whether or not they should be concerned about weight at these stages, with particular reference to pubertal 
changes.
Fg3(340)(F)5: For me, I would want to know the expectations with (child’s name), for example, you know like, when does he develop 
muscle like, like in his growth pattern…
Fg3(366)(F)7: ...I think if that is the case and she is sort of putting a bit of weight on, is that because she is starting that sort of hormonal 
process and so what age could a child start? Would that affect it?
The majority of participants also agreed that they would prefer to receive the information face-to-face with the health professional as 
it is more personal and individualised. Most participants indicated that annual assessments are appropriate, but others believed that 
assessments done every two years would be better.
Fg1(576)(F)4: Face-to-face, I think it’s better because then you can, but converse with them and get them to explain what they ah mean 
by it, more than a letter saying, like after some you know, tests or whatever this is what we think your child should be at and isn’t and so, 
because it’s a bit more…
Fg1(604)(F)6: Probably annually but I think the health centre’s I think we go like especially in the early days.
Fg1(613)(F)4: …I think even annually might be too much…
Parents indicated that the internet and local library were places that they would go to seek information on weight and healthy lifestyle. 
They suggested that using a similar format to the maternal health books that track weight and growth in the early stages of a child’s 
development could also be useful to use with older children. They indicated that the maternal health books were a great information source 
and had a good format.
Fg1(520)(F)3: I am a Googler, I Google.
Fg3(1341)(F)5: What about in terms of things like your local library you know is that something, another avenue where a lot you know 
parents want access?
Fg3(1261)(F)1: They (maternal health books) were full of information, resources, and websites.
page 13
2. Personnel
In both focus groups, personnel that participants considered as inappropriate or appropriate in terms of delivering information was 
discussed. The majority of participants in the parents of 2- to 4-year-olds focus group indicated that they had previous negative experiences 
with their maternal child health nurse, and this was someone they would not go to in order to seek information about their child’s weight 
and on how to live a healthy lifestyle. They felt that maternal child health nurses had a bad reputation, lacked communication skills and 
were forceful towards mothers, especially in terms of breast feeding. Selected comments are presented below.
Fg1(304)(F)4: …I do have nephews and nieces who are obese, and yeah very, very sensitive issue, and the maternal health nurse 
wouldn’t be someone I’d go to, to discuss it.
Fg1(314)(F)6: ...if there is an issue, they don’t know how to deal with it, they just know how to tell you, take this information and read that 
and then deal with it so I think I would feel more comfortable speaking to someone who I felt knew what they were talking about, which 
sounds really horrible but yeah I would more like I was getting better information from them.
Fg1(356)(F)6: I think too...because their sort of reputation for want of a better word, people, going there ah think a bit like this woman is 
going to make me breastfeed and make me do that…
Only one out of the six participants indicated that they had a good experience with the maternal child health nurse in their area. In both 
focus groups, it was evident that parents preferred to talk to a health professional that was specialised in weight and lifestyle management, 
such as a dietitian, nutritionist or school nurse. Participants, however, considered dietitians generally too expensive and inaccessible 
to young parents. One participant indicated that they felt mentioning their child was seeing a dietitian to others was associated with a 
negative stigma. Participants felt that the GP was someone with whom they would discuss general medical issues, but not weight status 
and obesity.
Fg1(1794)(F)4: ...it would be good to have more access and cheaper access (to go to a dietitian)...
Fg1(1799)(F)4: ...dietitians, and maybe they should be called nutritionists rather than dietitians; sort of it has a stigma.
Fg3(456)(F)2: Talking about the dietitian,well the GP if you think about what he knows he knows everything about everything and if he 
doesn’t, he sends it onto some, whereas dietitian, that’s their focus, so you know you don’t go to a physiotherapist to find out about your 
diet and you don’t go to the dietitian to get your muscles fixed…
Parents also indicated that having a health professional (such as a nurse) present to see children in schools would be appropriate. They 
mentioned that school nurses would have specialised knowledge and communication skills.
Fg3(723)(F)1: I think the school nurse too, she has got the advantage if the school nurse did it, like she sees all the prep children, she 
knows what’s normal because she sees so many and such a wide variety and they tend to talk to such a range of people, from all walks 
of life, so they get good at adapting and dealing with those people and those parents when you call them in, so I think that sort of person 
would be very good, the school nurse, but more regularly, not just prep. 
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3. Language
Parents in both focus groups indicated opinions and preferences on terminologies that should or should not be used by health professionals 
when relaying information to them, or their children, about children’s weight status. Sensitivity to language was considered most relevant 
among young adolescent females who are usually sensitive about their weight. Parents had particularly strong feelings about the word 
‘obese’ and described it as frightening, and potentially damaging to young people if they were to be told they were obese. This was 
indicated by many of the participants.
Fg1(1095)(F)6: It’s (obese) a terrible term.
Fg1(1130)(F)3: Yeah if you said obese, for a teenage girl, I think you would have her at home in tears.
The term ‘overweight’ was felt to be a less harsh than obese. Parents also indicated that telling a young adolescent female she is 
underweight could also generate a similar level of anxiety to being told she is overweight.
Fg1(1185)(F)4: But then having said that, I, um, still hate being told I’m too skinny or too fat.
Fg1(1188)(F)6: I used to think that when I was a size seven I used to be panicking about making sure that people did see that I was 
eating...
Participants agreed that lifestyle should be the focus when receiving feedback information and not categorising weight status. They felt 
that a consultation with a health professional about improving lifestyle would be more effective and less upsetting for young people.
Fg3(1205)(F)7: Weight needs attention, regardless, underweight, about the same or overweight or obese.
Fg1(1220)(M)5: Let’s review your lifestyle, you’re not living a healthy lifestyle mate, or you know, you really need to.
One participant suggested it would be better to colour code weight status instead of using labels such as the word obese, as indicated 
below.
Fg3(874)(F)5: I suppose they can always categorize it like those danger threat warnings, (child’s name) could be red, (child’s name) could 
be green, I could be red, (child’s name) could be blue you know, we’d have to change our perceptions big time and you know maybe that’s 
the way to go about it? School reports come home with a red card or a blue card and the kids could go ‘right okay, I know what that is’.
4. Cultural consideration
Parents of children aged 5-12 indicated that culture must be considered when designing a feedback intervention as some cultures see 
being overweight as healthy and a sign of good nutrition. They indicated that some parents of different cultural backgrounds
may not approve or be receptive to a feedback program and information from a health professional may need to be relayed to them in a 
different way.
Fg3(812)(F)5: See, I grapple with that, I don’t know if it is because of my European background but yeah overweight, it’s not a , what’s 
the word I’m looking for? It’s not a negative connotation where we come from because it’s always like growing up you need it...
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Fg3(173)(F)5: ...we come from a European background so we have grown up with the more food good, great, eat, you know, seconds...
Fg3(641)(F)2: Food is such a, you know, family value, um they don’t want to know…
This cultural difference was also discussed in terms of children being underweight and considered too small by Australian growth charts.
Fg3(891)(F)1: ...when you adopt the child your under social worker’s protection, alright, and she kept on and on at us, in a, she was too 
thin, she was too small, etc., and she was on a tenth percentile on those charts and it took her a year to get on the chart, and sat at the 
tenth, is what she’s on now, but in frustration I got onto the charts on the internet for the southern Chinese girls and she is 80 per cent, 
she is a big kid. But here she is a tiny kid, she is a scrawny kid, but where she’s from she is a big girl.
Participants discussed that due to extensive cultural diversity in Australia, culture and ethnicity must be considered when health 
professionals are feeding back information onchildren’s weight. They indicated that generalising without considering cultural differences 
would be ineffective and unacceptable for culturally diverse communities.
5. Setting
This theme was only discussed in the parents of 5-to 11-year-olds group. They made specific comments on the setting of a feedback 
consultation with a health professional. Some parents believed that they should be present at the consultation when their child’s weight 
is discussed:
Fg3(733)(F)6: No, I’m sorry, I think that that sort of information needs to be shared, the parent needs to be there and the confidentiality 
issue should not apply we are talking about your child’s health and the effects the information is going to have on future health...
Other participants indicated that they felt it was important for the child to decide whether or not they would like to attend alone or have 
their parents there to support them when they are seeing a health professional about their weight.
Fg3(745)(F)2: But surely if you’re talking about the confidentiality, surely if they were going to speak to them part of that would be they 
could go and speak to them by themselves, because that would then encourage them not to have that sort of I don’t want mum to know 
about this or whatever, but then it has to be relayed back that information...
Fg3(774)(F)7: ...it’s not about you, and they would discuss it with this person and you’re not going to know anything about it, but I’m 
going to tell you that I’m going to help her.
6. Parental responsibility
This theme was generated in both of the focus groups; however, it emerged more strongly with the parents of younger children. This 
group discussed that they felt a large responsibility in terms of their child’s lifestyle and eating habits, as most of their children were not 
of school age.
Fg1(893)(M)5: (Parents are) filters of the world.
Fg1(918)(F)6: I think parents should be told and then it’s up to them to decide okay how will my child react to hearing that, and in what 
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way can I relay it to the child or adolescent...
Fg1(1275)(F)6: It depends on what opportunities that are provided to them.
Parents of the older children also indicated that they felt responsible for their child’s weight and were sensitive to how health professionals 
approached it.
Fg3(117)(F)7: ...If I was obese and I really tried for my child not to be obese, and someone told me they were, I’d really take that more 
personally, because I’d really tried as a good mother, not to have that happen, so maybe it’s the fact, you were talking about perceptions 
earlier, maybe it’s that fact your perception, your thoughts and personal feelings that are then pulverised by the delivery of this information.
Summary
In summary, participants indicated that they wanted simple and convenient information related to weight status, conveyed by an 
appropriate health professional to parents and their children. A focus on lifestyle factors and a diversion from using specific weight labels 
was considered more helpful and socially acceptable to parents. There was consistency in participants having concern for the effect of 
feedback on the self esteem of young females, and also in the use of the word obese. Concerns about the appropriateness of defining 
weight status across a range of cultural groups were also raised. Overall, parents felt particularly responsible for their children’s lifestyle 
habits and the information they were exposed to.
Discussion
This study has provided important considerations for those who are designing and delivering population obesity monitoring and surveillance 
programs in Australia. Parents and adolescents had strong views on the format, language style, setting and personnel involved in weight 
related communications, however, the views of parents were not always consistent with the views of adolescents. The information derived 
from this research leads us to recommend the following:
	 •			 Consistent	and	reliable	information	on	weight	status	over	time	should	be	provided,	not	just	a	one-off	measurement.	Accurate		
   determination of weight status across a variety of ethnic groups is also important
	 •		 Adolescents	valued	accurate	and	clinical	terms,	while	parents	preferred	less	clinical	and	confronting	terminology.	Despite	this,		
   both groups felt the term ‘obese’ was very confronting and inappropriate and should not be used to label children
	 •	 Information	should	be	delivered	in	person	by	a	health	professional	that	has	expertise	in	the	area	of	weight,	nutrition	and		 	
   general health. This could be a dietitian/nutritionist or school nurse
	 •	 The	information	provided	should	be	in	the	context	of	assisting	to	create	a	healthy	lifestyle	and	implementing	healthy		 	
   behaviours, rather than a weight-focused discussion
	 •	 Discussion	should	be	in	a	safe	and	comfortable	environment.	Parents	should	be	included	in	discussion	about	and	with	their		
   children, although adolescents need to be given the choice of who to bring with them as a friend may reduce anxiety levels  
   more than a parent. The most appropriate setting for the consultation may be dependent on the health professional providing  
   the information or the age of the child (eg pre-school or school-age)
Information
Previous focus group data from parents involved in child obesity screening have revealed that parents wanted longitudinal information to 
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be presented so that they could see their child’s weight status over time [13]. Consistent with this, the parents and adolescents in our focus 
groups indicated that they felt it was important for individuals to receive information on their weight and on how to live a healthy lifestyle 
regardless of their current weight status. It was seen as beneficial to be educated throughout life to ensure a healthy weight could be 
achieved and maintained.
It was evident that parents felt it was important to have access to simple, convenient and easily accessible information about their child’s 
weight, developmental expectations, and tips for healthy lifestyle and diet aimed at their children. This has also been indicated elsewhere, 
suggesting that there is a real need for easy access to the sort of health information that could be made available through a feedback 
system [13]. There was a possible difference between male and female perceptions of how much information they would like on their 
children, but additional research is needed as only one male participated in the focus groups among parents. It was clear that mothers 
wanted to know more about their child’s weight status.
From our focus groups, it was indicated that parents and adolescents view the internet as a valuable information source. Parents also 
suggested brochures with healthy recipes/tips in supermarkets and receiving information from a specified health professional such as 
a dietitian or school nurse would be useful. Parents of younger children strongly indicated that based on their own past experiences, 
maternal health nurses were not a preferred professional with whom to discuss their child’s weight.
All focus group participants indicated that they would prefer feedback in the form of a face-to-face, individualised consultation with a 
health professional rather than receiving a letter or school report. The reason given for this was so parents and their children could ask 
questions	and	receive	individualised	dietary	and	lifestyle	education.	Parents	were	divided	on	their	views	towards	being	present	at	a	face-
to-face consultation.
Adolescents indicated a strong preference to be present at the feedback consultation alongside their parents if it was to take the form of 
a face-to-face discussion for a few reasons. Both age groups indicated that they would feel anxious if a discussion was to occur between 
parents and a health professional regarding their weight, and they felt as though they would want the opportunity to contribute and to ask 
questions.	The	older	adolescent	group,	which	was	all	female,	indicated	that	they	would	be	more	comfortable	with	their	mother	than	father	
present, as they indicated fathers to be less familiar with female weight perceptions. For these reasons, it would be reasonable to suggest 
that responsibility be given to the adolescents in deciding if their parents are present or not. This may reduce any negative impacts on the 
adolescent’s wellbeing.
Language
It	has	been	previously	noted	that	parental	understanding	of	the	BMI	concept	is	questionable,	and	there	is	a	need	to	provide	descriptors	of	
weight in addition to a numerical BMI value for the feedback to be fully understood [14]. A study by Johnson et al. [14], indicated that after 
receiving BMI feedback letters, parents had poor recall of numerical information (e.g. BMI value) but good recall of their child’s weight 
categorization (e.g. ‘overweight’ or ‘underweight’). Careful attention must be paid to parental preferences when it comes to terms that 
describe weight status, as this is the information parents seem to remember and better understand [9, 10].
In addition, using terminology to describe weight that could be interpreted as upsetting or negative for parents could ultimately impact 
the effectiveness of even the best lifestyle intervention. One study by Eneli et al. [4] aimed to determine parental preferences in terms 
of feedback terminology, session personnel, and length/times of these sessions and when and where weight related issues should be 
page 18
discussed [4]. The study found that parents believed that the terms used to describe their child’s weight were of high importance [4]. Parents 
were found to prefer the term ‘gaining too much weight’ to the term ‘overweight’ when describing weight status, and this was the same 
whether or not the parent or child was overweight. It is suggested that a reason for parents preferring the term ‘gaining too much weight’ 
is that the wording indicates more of a process or change (that can be modified) rather than a set weight status that depicts more of a 
challenge or appears more definite [4].
This research is consistent with findings from both our parent and adolescent focus groups. Parents had strong opinions on the terminology 
that should be used to describe an adolescent’s weight status to them. Participants suggested that instead of labelling an individual’s 
weight, a focus on lifestyle may be more useful and less detrimental to the mental state of adolescents who are at an unhealthy weight. 
This is consistent with research from Eneli et al.[4], as a focus on lifestyle may appear easier to change, than a weight status label. Adult 
participants also described offering information to adolescents on how to change undesirable lifestyle habits, and ways to encourage a 
healthy lifestyle, deferring the focus on weight as a numerical value itself. Parents considered the word ‘obese’ as too harsh to use toward 
children and may be particularly damaging to young females. The dislike for the word ‘obese’ was consistent from the findings of the BAEW 
program [11] and the study by Oettinger et al. [1] described above. One parent even suggested that weight status could be colour coded and 
sent home in a report from school, which has also been suggested in other research [1].
  
Adolescent participants had strong views on the language that health professionals should use, indicating that many terms used in the 
social setting, such as the school playground, are offensive and are often use to mock their peers with weight problems. Common terms 
such as ‘overweight’, ‘underweight’ and ‘healthy weight’ were seen to be appropriate words for health professionals, but the word ‘obese’ 
did generate some anxiety and was indicated to be extreme and upsetting, which is consistent with the parent focus groups. This finding 
is also consistent with previous research findings whereby report cards have used the terms ‘underweight’, ‘healthy weight’, ‘overweight’ 
and ‘very overweight’, with few individuals reporting negative emotional reactions to these terms [6].
Cultural and Social Aspects
There	is	some	evidence	to	suggest	that	obesity	among	Australian	children	is	influenced	by	cultural	and	ethnic	factors	[15], which should be 
taken into consideration when deciding how to feedback information. A study by O’Dea [15] found that significantly different body image 
perceptions exist between ethnic groups in Australia and these should be considered when tailoring obesity feedback and monitoring 
strategies. Examination of the health beliefs across various cultural groups within the population has previously been found to enable 
researchers to develop culturally sensitive feedback materials and health screenings with high acceptance and minimal complaints [16]. 
Results from our focus groups were consistent with this, and participants indicated that they felt it was important to consider genetic and 
cultural backgrounds when diagnosing a child’s weight status. They believed that different cultures needed to be considered, otherwise 
certain ethnicities would not be responsive, and possibly outraged by the feedback information offered to them.
Notably,	for	the	adolescent	focus	groups,	it	was	clear	that	weight	status	and	perceptions	of	weight,	influenced	social	aspects	of	their	lives.	
Younger adolescents indicated that being overweight was often seen as a limiting factor to a student’s popularity, and children who were 
above the healthy weight range were sometimes bullied and ridiculed both in the playground and through social networking websites. The 
older adolescents indicated that they felt pressure from the media’s representations of weight information and what is considered to be 
normal and this also led to feeling pressure from their own peers, to look like slim celebrities portrayed on TV. These findings confirm the 
recognised need to ensure sensitivity when designing a feedback system for children and adolescents, as being labelled as overweight is 
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possibly detrimental to their sense of self worth and self esteem in reference to their peers. Implementing some of the recommendations 
from this report may minimise negative outcomes when communicating weight-related issues to adolescents.
Strengths and Limitations
Focus groups are useful forums for collecting people’s opinions on certain subjects and can highlight important issues; however, there are 
limitations	to	using	this	approach.	Data	quality	from	a	focus	group	is	enhanced	if	there	is	good	interaction	between	participants;	however,	
this was not consistent in all of our focus groups. There was considerably less interaction between adolescents in the 15- to 17-year-old 
group,	as	they	were	more	likely	to	answer	questions	directly	to	the	facilitator.	In	addition,	recommended	participant	numbers	for	focus	
groups are 6 to 10, but in our study, group sizes ranged from 4 to 6. Limitations also included the lack of cultural diversity and males in 
the focus groups, which restricted our ability to examine views related to culture and sex. Additional research should be conducted among 
groups of parents and adolescents from more diverse populations to extend the findings of the present study. Despite the limitations of 
this study, findings were consistent with previous, larger-scale studies that have explored similar issues.
Conclusion
This research indicates that parents and adolescents prefer accurate, sensitive, accessible and convenient information on healthy 
lifestyles and weight status. Participants preferred to have specified health professionals with a good knowledge of nutrition and general 
health delivering information to them. Previous attempts at feedback have generated some controversy as to what language should be 
used to describe weight status. Our results showed that parents and adolescents maybe more responsive to lifestyle information and 
potential options for change, rather than simply receiving a weight status label. An Australian system designed for population monitoring 
or surveillance should incorporate our recommendations in an effort to safeguard the population and minimise backlash and negative 
outcomes across the community.
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APPENDIX A: Focus Group Structure for Adolescents
Introduction:
	 •		Welcome	to	the	focus	group.		  
	 •	We	have	asked	you	to	come	here	today	because	we	would	like	to	hear	your	thoughts	on	body	weight	and	what	 
  adults do and say.
	 •	Thank	you	so	much	for	coming,	we	are	very	excited	to	hear	your	thoughts	and	opinions	on	this	very	interesting	topic.
	 •		We	will	be	taking	notes	during	our	discussion	and	we	will	also	be	recording	the	discussion	on	a	tape	recorder,	with	your		 	
  permission of course. Is this OK with everyone?
	 •	Please	try	to	speak	clearly	and	slowly	so	that	the	tape	recorder	will	pick	up	what	you	are	saying	and	so	that	we	will	be	able		
  to take good notes.
	 •	Please	turn	off	your	phones	-	interferes	with	recording.
	 •	We	would	like	for	everyone	to	be	able	to	express	their	thoughts	and	opinions,	so	we	also	ask	that	you	respect	the	other	members
  of the group by speaking one-at-a-time. This will also help us with taking notes.
	 •	We	would	also	like	to	ask	that	you	respect	the	other	people	attending	this	discussion.	Please	keep	the	things	that	are	said	within
   this group and do not talk about the other members of the group after the discussion.
	 •	Don’t	feel	like	you	have	to	answer	a	question	if	it’s	upsetting	for	you,	but	we	really	do	value	what	you	have	to	say.
	 •	Please	keep	in	mind	that	there	are	no	right	or	wrong	answers	to	these	questions.	If	there	is	anything	that	you	would	prefer	to	say	
 “off the record”, please let us know so that we can stop the tape recorder. By “off the record”, we mean things that you would like 
 to say but do not want to be reported by us.
	 •	Please	feel	free	to	help	yourself	to	the	fruit	and	water	on	the	table,	and	we’ll	be	taking	a	short	break	after an hour. If you need  
 to leave the room at any time please let us know.
Now I would just like to go around the table and have everyone introduce themselves and tell us what their favourite movie is. I’ll start: My 
name is xxx and my favourite movie is....... (Go around the table with introductions)
OK thank you everyone, those are some great movies!
Now, let’s get started. I just want to remind you that we will be talking about your thoughts on body weight and what adults do and say.
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Topic Questions Issues Explored
Ok, now let’s get started by talking about the last time someone talked to you about your 
weight.
When was the last time someone, for example an adult, talked with you about your weight? By 
talking, we don’t mean a one-off comment but rather a formal or sem-formal conversation.
Who was it?
[Was it a doctor? Teacher? Nurse? Your parent?]
Was this a good person to talk with about your weight?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
Is there anyone that would have been better to talk with?
Where did you talk with them?
[Probe: school nurse’s office/counsellor’s office/doctor’s office?]
Was this a good place?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
What would have been a better place?
[If conversation is not generating, give examples of doctor’s office, nurse’s office, school etc.]
SUMMARY: Ok, so we have talked about who you have discussed your weight with and where 
you went to see them. We have also looked at whom and what places may have been better to 
go to. For example someone mentioned that they would prefer…....
So, if you were to go and see someone and talk about your weight with them, would you want 
your parents to be there with you?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
Would you want both parents to be there or just one?
If you wanted only one parent to be there, which parent would you prefer?
Who provides adolescents/
teenagers with information about 
their weight
Who should provide adolescents/
teenagers with information about 
their weight
Where do adolescents/teenagers 
talk with adults about their weight?
Where should adolescents/
teenagers be given information 
about their weight
Should information be given to 
adolescents/teenagers alone, 
with their parents, or when the 
adolescent is not present (to 
parents)
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Why would you prefer to have just this parent with you?
Now, think about your friends. Do you think your friends would prefer for their parents to be 
there when someone was talking to them about their weight?
Some people think that parents should be told information about young people’s weight without 
the young person there and then the parents should talk about this information with their kids. 
What do you think about this?
SUMMARY: Thank you for telling us about some of your past experiences. Now, I would like to 
move on to talk about your thoughts about information sharing.
Now, I would like to talk with you about how much youwould like to know about your weight.
Would you like to know about your weight or not?
Would you want to know if you weighed more than what some people think you are meant to 
weigh for your height and age?
Would you want to know if you weighed less than what some people think you are meant to 
weigh for your height and age?
Now, I would like to talk with you about what words shouldbe used when adults are talking to 
people around your age about weight.
What are some of the words that you have heard to describe people who are bigger than most 
other people? (let group generate a list of words and then go over them)
Who uses these words?
When you hear the word ‘(insert generated word)’, what do you think?
When you hear the word ‘(insert generated word 2)’, what do you think?
When you hear the word ‘(insert generated word 3)’, what do you think?
When you hear the word ‘(insert generated word 4)’, what do you think?
Some of the words that adults use to talk about young people’s bodies are ‘obese’, 
’overweight’, ‘healthy weight’, ‘underweight’, and ’at risk of overweight’. Let’s talk for a few 
minutes about some of these words.
Let’s talk about the words ‘overweight and ‘obese’. These are words that are used to describe 
someone’s body size. Would anyone be able to give me an example of a TV character or a 
movie character that is ‘obese’? What about one that is ‘overweight’?
How much information on body size 
and weight should be provided to 
adolescents/teenagers
Making sure participants can tell 
the difference between obese and 
overweight body categories
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If not, then use this example: Does everybody know the TV show The Simpsons? OK, good. If I 
look at Homer Simpson (the dad), I would probably say that he is ‘overweight’, but the Comic 
Book Guy is much bigger than Homer and I would probably say he is ‘obese’. Would you agree?
Can anyone think of a character that would be healthy weight?
What about one that is underweight?
Good. Now let’s talk about what you think about when you hear some of the words that I just 
said.
What do you think of when you hear the word ‘obese’?
What do you think of when you hear the word ‘overweight’?
What do you think of when you hear the words ‘healthy weight’?
What do you think of when you hear the word ‘underweight’?
What do you think of when you hear the words ’at risk of overweight’?
Are there any words that you think adults should NOT use when talking about body size with 
people around your age?
Can anyone suggest another word for ‘obese’ that they think could be used when adults are 
talking about body size with people around your age?
Can anyone suggest another word for ‘overweight’ that they think could be used when adults 
are talking about body size with people around your age?
What about for ‘underweight’?
’Healthy weight’?
‘At risk of overweight’?
SUMARRY: Thank you all so much for your interesting opinions and thoughts. Now that we have 
talked about words that could be used to describe body size and weight, I’d like to move on to 
talk about what else you think could be discussed when adults are talking to people your age 
about body size and weight.
What things do you think would be helpful in giving you information? For example, books or 
websites?
Would you want the person talking with you about your weight and body size to give you 
anything to help you with healthy eating and exercise?
If no, why not? [depending on discussion]
If so, why? [depending on discussion]
Do you think information and knowledge would be helpful?
If not, why not? [depending on discussion]
 
 
 
 
 
 
 
 
 
 
 
 
 
Appropriate terminologies used 
to provide information about body 
size and weight to adolescents/
teenagers
Additional terms that could be used 
that adolescents/teenagers are 
familiar with
Insight into supportive materials 
for use by adolescents/teenagers 
receiving information about body 
size and weight
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IfIf so, why? [depending on discussion]
Do you think being given some strategies or things to do would be helpful?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
Do you think guidance/advice would be helpful?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
Do you think counselling would be helpful?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
Do you think there is anything else that may be helpful?
If someone did give you something, like a book or a link to a website, to help you with healthy 
eating and exercise, do you think you would use it?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
Is there anything else that you think is important to people around your age about being given 
information about body size and weight?
Now, I would like to go through a few pretend situations with you.
I want you to think about what would happen if the situations I talk about were happening to 
someone you know and how they might react and feel.
Does	anyone	have	any	questions?
Situation 1: Think about someone that no one else in this group knows who looks like they are 
a ‘healthy weight’ to you. Now, pretend that this person is told they are ‘overweight’ by a doctor 
or nurse.
How do you think they would feel?
How do you think they would react?
What do you think they would do?
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Adolescents/teenagers’ reactions/
feelings to possible feedback 
situations
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Situation 2: Think about someone that no one else in this group knows who looks like they are 
a ‘healthy weight’ to you. Now, pretend that this person is told they are ‘obese’ by a doctor or 
nurse.
How do you think they would feel?
How do you think they would react?
What do you think they would do?
Situation 3: Think about someone that no one else in this group knows who looks like they 
are a little bigger than a ‘healthy weight’. Now, pretend that this person is told that they are 
‘overweight’ by a doctor or nurse.
How do you think they would feel?
How do you think they would react?
What do you think they would do?
Situation 4: Think about someone that no one else in this group knows who you think is much 
bigger than a ‘healthy weight’. Now pretend that this person is told that they are ‘obese’ by a 
doctor or nurse.
How do you think they would feel?
How do you think they would react?
What do you think they would do?
 
 
 
 
 
CONCLUSION
Thank you all so much for your opinions and thoughts today.
We are so grateful that you have attended, and we have gotten some very valuable information 
from you.
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APPENDIX B: Focus Group Structure for Parents
Introduction:
	 •	Welcome	to	the	focus	group.	
	 •	We	have	asked	you	to	come	today	because	we	would	like	to	hear	your	thoughts	on	receiving	health	information	regarding	your		
  child from professionals.
	 •	Thank	you	so	much	for	coming.	We	are	looking	forward	to	hearing	your	thoughts	and	opinions	on	this	very	interesting	topic.	We 
  understand it may have been difficult for some of you to get here today and you may have had to arrange for babysitters, so we
  greatly appreciate your attendance.
	 •		We	will	be	taking	notes	during	our	discussion	and	we	will	also	be	recording	the	discussion	on	a	tape	recorder,	with	your		 	
  permission of course. Is everyone OK with this?
	 •	Please	try	to	speak	clearly	and	slowly,	so	that	the	tape	recorder	picks	up	what	you	are	saying	and	so	that	we	will	be	able	to		
  take good notes.
	 •	Please	turn	off	your	phones	-	interferes	with	recording
	 •	We	would	like	everyone	to	be	able	to	express	their	thoughts	and	opinions,	so	we	also	ask	that	you	respect	the	other	members		
  of the group by speaking one-at-a-time and allowing others to speak freely. This will also help us with taking notes.
	 •	We	would	also	like	to	ask	that	you	respect	the	privacy	and	confidentiality	of	the	people	attending	this	discussion.	Please	keep		
  the things that are said in this discussion within this group and do not talk about the other members of the group after the  
  discussion.
	 •	Please	don’t	feel	like	you	have	to	answer	a	question	if	it’s	upsetting	for	you,	but	we	really	do	value	what	you	have	to	say.
	 •	Please	keep	in	mind	that	there	are	no	right	or	wrong	answers	to	these	questions.	If	there	is	anything	that	you	would	prefer	to	say 
  “off the record”, please let us know so that we can stop the tape recorder. By “off the record”, we mean things that you would  
  like to say but do not want to be reported by us.
	 •	Please	feel	free	to	help	yourself	to	the	fruit	and	water	on	the	table,	and	we’ll	be	taking	a	short	break	after an hour. If you need  
  to leave the room for any reason, please let us know. It would be preferred if you could wait until we take a break because we  
  wouldn’t like for you to miss out on any of the discussion.
Now I would just like to go around the table and have everyone introduce themselves and tell us something about their families, for 
example how old your children are or how big your family is. I’ll start; my name is xxx, and I have a husband and two enormous dogs (etc.).
OK thank you everyone, it’s nice to meet you all!
Now, let’s get started. I just want to remind you that we will be talking about your thoughts on receiving health information regarding your 
child from professionals.
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I’d first like to talk with you about receiving sensitive health information about your child. By 
sensitive, I mean health information that could potentially upset someone.
As parents, what do you consider to be sensitive health information with regards to children?
Which of these do you think are the most sensitive types of health information?
Would you consider a child’s body size to be sensitive health information? 
By body size, an example of what I mean would be when a child is categorised as 
‘underweight’ or ‘overweight’, etc.
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
Would you consider a child’s weight to be sensitive health information?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
Now, let’s talk a bit more about receiving sensitive health information. I’d like to talk specifically 
about receiving information about your child’s body size and weight.
When was the last time someone, for example a health professional, talked with you about your 
child’s weight?
Did they also talk with you about your child’s body size?
Who was it?
[Was it a doctor? Teacher? Nurse?]
Was this a good person to talk with about your child’s health?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
Is there anyone that would have been better to talk with?
Is it easy to be able to talk with this person? Are they accessible?
Why do you consider this person to be good for doing this?
What	qualities	or	skills	do	they	have	for	this?
Where did you talk with them?
Was this a good place?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
What would have been a better place?
[Doctor’s office, nurse’s office, school, etc.]
Was the child you were talking about present for the conversation?
Types of health information parents 
consider to be sensitive.
Who talks to parents about 
children’s body size and weight?
Who should talk to parents about 
children’s body size and weight?
Where do parents talk about 
children’s body size and weight?
Where should parents talk about 
children’s body size and weight?
Are children present and involved in 
conversations about their body size 
and weight?
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Were they involved in the conversation?
SUMMARY: Thank you for telling us about some of your past experiences. Now, I would like to 
move on to talk about your thoughts about information sharing.
I would like to talk with you about how much information you think should be provided to 
parents about their child’s body size and weight.
Could you share your thoughts on how much information you think parents would want to 
receive about their child’s body size and weight?
Could parents be given too much information?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
Now let’s take some time to talk about how information about children’s body size and weight 
should be presented to parents.
Who do you think should be providing information about children’s body size and weight to 
parents? [Doctors, nurses, school nurses, teachers?]
Where do you think this information should be provided to parents? [At the doctor’s office, 
school nurse’s office, teacher’s classroom?]
What format do you think should be used to provide information about children’s body size and 
weight to parents? [In writing or face to face, or both?]
If in writing, how should this be/look? [Letter? Report?]
How often do you think information about children’s body size and weight should be discussed 
with parents? [Annually? Every second year?]
Do you think children should be present and involved in conversations about their body size and 
weight?
Should parents discuss these things with them privately?
Some people think that older children, or adolescents/teenagers, should talk with health 
professionals about their body size and weight without their parents present. What do you think 
about this?
In this case, how do you think parents should be told about their child’s body size and weight?
Could anyone offer any suggestions for other methods that would be acceptable when 
providing information to parents about children’s body size and weight?
 
 
 
 
 
 
 
 
 
How much information about 
children’s body size and weight 
should be provided to parents?
Who should provide information to 
parents about their child’s weight 
and body size?
Where parents should be provided 
with information about their child’s 
weight and body size.
Possible formats that should be 
used to provide information about 
children’s body size and weight to 
parents.
Should children be present during 
consultations about their body 
size and weight or should parents 
discuss it with them afterwards?
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X has been suggested. What do other people think about this suggestion?
SUMMARY: OK. Thank you very much for sharing your thoughts about how information about 
children’s body size and weight should be presented to parents.
Now, I would like to talk with you about what terms should be used when you are receiving 
information about your child’s body size and weight.
What comes to mind when you hear the term ‘obese’?
What comes to mind when you hear the word ‘overweight’?
What about ‘underweight’?
’Healthy weight’?
‘At risk of overweight’?
Do you think words like ‘obese’, ’overweight’, ’healthy weight’, ’underweight’ and ‘at risk of 
overweight’ should be used to describe children to parents?
If not, why not? [depending on discussion]
If so, why? [depending on discussion]
Can anyone suggest another term for ‘obese’ that they think would be more appropriate or 
perhaps more comfortable with?
Can anyone suggest another term for ‘overweight’ that they think would be more appropriate or 
perhaps more comfortable with?
What about for ‘underweight’?
’Healthy weight’?
‘At risk of overweight’?
SUMMARY: Ok thanks everyone, now that you have given us some great information on the 
language that could be used when giving information to parents about children’s body size and 
weight,	let’s	move	on	to	the	next	questions.
 
 
 
 
 
 
 
 
Appropriateness of terminologies 
related to children’s body size and 
weight.
Suggested terminologies related to 
children’s body size and weight. 
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What resources do you think would be useful to parents when receiving information about 
children’s body size and weight?
Do you think parents might want some sort of information or knowledge?
If not, why not?
If so, what kind of information or knowledge do you think they would want?
Do you think parents might want some sort of information or knowledge for their children?
If not, why not?
If so, what kind of information or knowledge do you think they would want?
Do you think parents might want some sort of strategies to use?
If not, why not?
If so, what kind of strategies do you think they would want?
Do you think parents might want some sort of guidance/advice?
If not, why not?
If so, what kind of guidance/advice do you think they would want?
Do you think parents might want some sort of guidance/advice for their children?
If not, why not?
If so, what kind of guidance/advice do you think they would want?
Do you think parents might want some sort of counselling?
If not, why not?
If so, what kind of counselling do you think they would want?
Do you think parents might want some sort of counselling for their children?
If not, why not? 
If so, what kind of counselling do you think they would want?
Is there anything else you think we should know about what’s important to parents about being 
given information about their child’s body size and weight?
SUMMARY: Thank you for all of your suggestions, they are greatly appreciated.
Supportive materials for use by 
parents receiving information about 
children’s body size and weight.
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Now, I am going to take you through a few scenarios (or pretend situations), and I would like 
you to tell me your thoughts. I will give you a situation and you can share how you think you 
would react and feel if you found yourself in each pretend situation.
Situation 1: Pretend that your child looks to be a ‘healthy weight’ to you, but you are told that 
your child is ‘overweight’.
How do you think you would feel?
How do you think you would you react to this?
What actions would you then undertake?
Situation 2: Now, pretend that your child looks to be of a ‘healthy’ weight to you, but you are 
told that your child is ‘obese’.
How do you think you would feel?
How do you think you would you react to this?
What actions would you then undertake?
Situation 3: Now, pretend that your child looks to be slightly ‘overweight’ to you, and you are 
told that your child is ‘overweight’.
How do you think you would feel?
How do you think you would you react to this?
What actions would you then undertake?
Situation 4: Now, pretend that your child looks ‘obese’ to you, and you are told that your child 
is ‘obese’.
How do you think you would feel?
How do you think you would you react to this?
What actions would you then undertake?
Parental reactions to possible 
feedback scenarios.
CONCLUSION
Thank you so much for coming along today, I understand that you may have had to arrange for 
children to be looked after and transport here. It is greatly appreciated, and we have definitely 
had an informative and valuable discussion today.

